
Attach m ent 1

M ental H ealth /Alcoh ol and  Oth er Drug Abuse M anaged Care

Request for Consideration

Questions, Answ ers and Additional Inform ation for Proposers

M arch  23, 2000

PART A: INTRO DUCTIO N

Th is docum ent contains  que stions about th e  Mental H ealth /Alcoh ol and Oth er Drug Abuse
(M H /AODA) Managed Care  Re quest for Consideration (RFC) and re sponse s  to th ose
q ue stions.  Th e se include q uestions th at w ere raised at th e  March  1st Proposers  Conference, in
addition to q uestions directly com m unicated to th e  Departm ent of H ealth  and Fam ily Services.

In addition, th is docum ent contains im portant new  inform ation about re sources available,
additional re quirem ents to obtain th e s e re sources, and ch anges in instructions about subm itting
your proposal.  As such , th is docum ent constitutes an am endm ent to th e  RFC, as allow ed
under Section VII. H . of th e  RFC.  Failure to com ply w ith  th e s e  additional re quirem ents and
ch anges m ay be a bas is  for a proposal being elim inated from  cons ideration as noted in
Section IX. C. of th e  RFC.

Th e re sponse s  in th is docum ent constitute th e  DH FS’ official re sponse to th e  que stions and
supercede verbal com m unication provided during th e Proposers  Conference or th rough  direct
com m unication.  Any discrepancies betw een prior verbal or w ritten com m unication and th e
re sponse s  contained in th is docum ent are presum ed to be resolved in favor of th e re sponse s  in
th is docum ent.

PART B: NEW  INFO R M ATIO N FOR  PROPO SERS

Th e follow ing additions and ch anges are organized according to th e s ection of th e RFC th at
th ey reference.

Section III.  Overview  of th e Proposal and Program  Re quirem ents

1. Relationsh ip to Existing M edicaid  M anaged Care Program s

Sec. III. B. 7. b. (p. 18) states th at if a county is operating a Medicaid m anaged care
program  for ch ildren w ith  s evere em otional disturbance (SED) and th e county is
propos ing to include ch ildren in th e ir M H /AODA m anaged care dem onstrations, th e
SED program  m ust be consolidated into M H /AODA m anaged care.  Th e  DH FS now
am ends th at statem ent as follow s:  if a county is operating a Medicaid m anaged care
program  for ch ildren w ith  s evere em otional disturbance (SED) and th e county is
subm itting a proposal for M H /AODA m anaged care, th e county m ust incorporate th e
SED program  into M H /AODA m anaged care.  Th at is , even if a county is propos ing a
M H /AODA m anaged care dem onstration th at does not initially include ch ildren, th e
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SED program  needs to be incorporated into M H /AODA m anaged care.  Th e exact
tim eline for th is  to h appen w ill be negotiated individually w ith  each  s ite.  Th e  DH FS
does not anticipate th at dem onstration s ite s  w ill be re quired to undertak e th is process
during th e first year of capitation for M H /AODA m anaged care (currently projected for
calendar year 2002).

Th e rationale for th is  is  th at each  s eparate m anaged care program  re quire s  cons ide rable
adm inistrative re sources for th e  DH FS (and for th e county as w ell).  Th e existence of
tw o such  program s in one county (or one m ulti-county site) leads to inefficiencie s  in
our adm inistration of th e program s.  It m ay also lead to confusion am ong consum ers.

Th is does not im ply th at th e DH FS w ill pay only one capitation rate for all enrolled
individuals.  Depending upon th e actuarial analysis, it is possible th at w e w ill pay a
different capitation rate for ch ildren and adolescents th an for adults.

2. Including All Age Groups in th e Dem onstration Projects

Th ose s ite s  th at do not h ave oth er specialty m ental h ealth /alcoh ol and oth er drug abuse
m anaged care program s w ill not be re quired to include all age groups into M H /AODA
m anaged care during th e dem onstration ph ase.  Th e dem onstration ph ase is defined as ph ase s
1-3 of th e table in Attach m ent 28 (p. 184).  H ow ever, as noted in Section III. A. 5. a., and
in th e table on pp. 83-84, additional points w ill be given to s ite s  including all age groups.
Any site s  not including all ages for th e dem onstration ph ase w ill be re quired to w ork  w ith  th e
DH FS during ph ase 3 (CY 04-05) to plan for h ow  to incorporate all age groups into th e
dem onstrations in ph ase 5.

3. Recovery Training

Section III. F. 5 of th e  RFC re quire s  th e  MCO to provide or arrange for recovery
training for all individuals providing services under th is  contract.  As noted, th e  DH FS
w ill develop th e core training m odules.  H ow ever, th e  DH FS w ill also arrange and pay
for th e recovery training for th e staff of th e dem onstration s ite s .  Th e  MCO  w ill need
only m ak e th eir staff available for th e trainings.

Section IV.  Re source Available

4. Substance Abuse Block  Grant Funds

Th irty th ousand dollars ($30,000) is  available in one-tim e only substance abuse block
grant (SABG) funding for training and tech nical as s istance, addressing substance abuse
is sue s  and client advocacy training for participants (w om en/ch ildren) served by th e
M H /AODA m anaged care dem onstrations.  Th e $30,000 is  th e am ount available for all
four s ite s , but w ill be allocated based upon th e budgets included in th e proposal.

Each  s ite can use th e SABG funding to pay for th e participation of consum ers in grant
overs igh t com m ittee s  and advocacy efforts focused upon substance abuse treatm ent.
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Th is  can be in th e area of stigm a reduction and use of gender/culture appropriate
treatm ent program m ing.  Funds can also be used for th e developm ent of dual diagnos is
s ervices as described in Sec. III. D. 5. l. of th e  RFC.  It cannot be used for any form  of
lobbying.

Proposers  s h ould identify in th e ir budgets for w h ich  activitie s  th e s e  funds w ill be
utilized.  Allow able costs m ust be incurred by Septem ber 30, 2000.

Section VII.  Procurem ent Proces s

5. Ch ange in Contact Person

Beginning March  30, 2000, th e contact person for q uestions about th e  RFC or for
re que sts for reasonable accom m odations is :

Th ere s e Ah lers, Ch ief
System s De s ign and Monitoring Section
Bureau of Com m unity Mental H ealth , Rm . 433
P.O . Box 7851
Madison, W I  53707-7851

Ph one:  608-266-9 330
Fax:  608-267-779 3
Em ail:  ah lertm @ dh fs.state.w i.us

6. Ch ange in W h ere to Subm it Your Proposal

Section VII. I (p. 67) is  am ended to read:

Th e item s noted above are to be subm itted to:

Th ere s e Ah lers, Ch ief
System s De s ign and Monitoring Unit
Bureau of Com m unity Mental H ealth
1 W est W ilson Street, Rm . 433
P.O . Box 7851
Madison, W I  53707-7851

Th e subm is s ion date rem ains  May 1, 2000, 4:30 p.m . (CDT).

7. Form atting Your Proposal

In addition to us ing 12 pt. type for your proposal, please double space and use m argins
(on all four s ides) of no les s th an 1 inch .  Because th ere are “targets” for re sponse
length  as opposed to absolute page lim its, proposers do not need to use layout “trick s”
to fit th e ir re sponse into a lim it.
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Proposers  are rem inded th at good organization of your proposal can effect your final
score:  if evaluators cannot find neces sary m aterial, you w ill not receive th e full credit
you m ay oth erw ise be eligible to receive.  If you w is h  to reference inform ation
previously provided in anoth er answ er, please be very specific so th at a review er can
eas ily find th e inform ation (e.g., w e previously described our consum er satisfaction
survey in our re sponse to I. 11.).

Section VIII.  Program  Narrative

8. Percentage of Staff Tim e Devoted to th e Project

Attach m ent 32 (p. 188), Pe rsonnel of th e  D e m onstration Proje ct, as k s  proposers  to
identify th e percentage of tim e for th e various personnel of th e dem onstration.  In th e
case of agency personnel w h o w ill h ave re spons ibilitie s  for oth er projects, th is num ber
s h ould reflect th e percentage of tim e dedicated to th e  MH /AODA m anaged care
project.  Please note in your narrative re sponse to th is  que stion w h eth er you anticipate
h iring new  personnel specifically for th is project.

9 . Proposal Scoring

Th e table on pp. 83-84 of th e  RFC incorrectly identifie s  th e total poss ible score for
section L., Com m itm ent and Support, as 10.  Th is  s h ould read 15.  Th e total points
available, 500, th en agree w ith  th e sum  of th e s ections.

10. Expansion

During th e process of evaluating th e proposals in re sponse to th is  RFC, th e evaluation
team  w ill identify all proposals th at m eet m inim um  criteria for participation in th e
dem onstrations.  Sh ould m ore th an four s ite s  subm it acceptable proposals, th e s ite s  th at
are not ch osen for funding in th is biennium  w ill h ave th e first opportunity to participate
in th e dem onstration s h ould th e Legislature auth orize additional s ite s in th e 2001-2003
biennial budget.  Th e  DH FS does not intend to conduct a separate procurem ent for
additional s ite s unles s th e Legislature auth orize s  expans ion to m ore s ite s  th an th ose for
w h ich  w e h ave acceptable proposals in re sponse to th is  RFC.

11. Letters of Intent Received

As of March  9 th , th e due date for letters of intent to subm it proposals, th e  DH FS h ad
received letters of intent from  th e follow ing s ite s :

• Dane County

• Forest/Vilas/Oneida Countie s

• Kenosh a County

• M ilw auk ee County
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• Racine County

Subm is s ion of a letter of intent does not obligate a s ite to subm it a proposal.  Also,
countie s/tribe s  w ere not re quired to subm it a letter of intent in order to re spond to th e
RFC.  Oth er countie s/tribe s  w h o did not subm it a letter of intent m ay still subm it a
proposal, if th ey w is h  to do so.

PART C: QUESTIO NS AND ANSW ERS

Th e follow ing q uestions and answ ers are organized according to th e s ection of th e  RFC th at
th ey reference.

Section III.

1. Th ere are a lot of requirem ents in th is section and relatively little m oney to 
im plem ent th em .  Does th e DH FS really expect us to do all of th is?

Th e re quirem ents in Section III. of th e  RFC represent th e planning group’s effort to
“flesh -out’ th e vis ion of th e final report of th e Governor’s Blue Ribbon Com m is s ion on
Mental H ealth .  W e understand th at not every proposer w ill be able to do everyth ing, at
least in th e s h ort run.  W e as k  only th at you subm it a proposal th at reflects your best
re sponse as to w h at you can do in th e tim efram es identified.  As noted above, th e
DH FS is  m ak ing additional funds available from  th e m ental h ealth  and substance abuse
block  grants.

2. Can counties collect data on a sam ple of persons in th e non-capitated 
population rath er th an all?

Sec. III. A. 1. (p. 12) re quire s  succes sful proposers  to develop inform ation system s
capable of track ing service utilization and costs acros s  all program s (both  capitated and
non-capitated com ponents of th e dem onstrations).  Th e rationale for as k ing
countie s/tribe s  to collect th is data for persons in th e non-capitated com ponent of th e
dem onstrations is  to support future developm ent of th e capitated com ponent.  Th at is , in
order to m ove m ore persons into capitated m anaged care w e need to be able to m ore
accurately analyze th e ir utilization and cost patterns.  Additionally, w e potentially w ant
to use th is  inform ation to support a Medicaid eligibility w aiver re que st to expand
Medicaid eligibility to certain populations as described in Sec. III. A. 4 of th e  RFC.
Th e appropriateness of sam pling, th en, is  tied to th e s e goals.

Th e re quired data analysis for e ith er of th e s e efforts is dictated, to a large degree, by
th e re quirem ents of our actuarie s .  In general, our actuarie s  prefer to w ork  w ith  data on
th e entire eligible population.  In lieu of th is , th e s ize of th e desired database tends to
be m easured in th ousands of individuals rath er th an h undreds.  As a re sult, th e use of
sam pling w ill probably be precluded in all but th e largest countie s .
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Proposers  m ay propose a sam pling tech niq ue for th e ongoing data collection for
individuals in th e non-capitated com ponent.  H ow ever, th e  DH FS w ill not be able to
com m it to any such  sam pling plan until DH FS staff, in consultation w ith  our actuarie s ,
h as review ed th is .
Proposers  s h ould note th at th e data collection for th e non-capitated com ponent is  lim ited
to consum ers s erved by th e 51 system .  Th e DH FS does not expect th e dem onstration
s ite s to identify potential eligibles w h o m ay not currently be served by th e 51 system
and collect inform ation on th e s e individuals.

3. Section III. A. 3 (p. 14) notes th at th e DH FS is interested in proposals for carve-in
program s.  W e h ave found th at our prim ary care H M O  partner is reluctant to
partner w ith  us at th is tim e, because of concerns about th e AFDC and BadgerCare
rates.  W h at can you tell us about w h at is h appening in th is area?

A num ber of H MO s  h ave expres sed concerns about th e adequacy of th e rate offer in th e
2000-2001 contract.  In re sponse to th ose concerns, th e  Departm ent am ended th e offer
for BadgerCare.  Instead of an 8% rate increase w ith  ris k  s h aring of $10.4 m illion, w e
are offering H MO s  a ch oice of one of th e follow ing options:

• A 12% rate increase for BadgerCare and no risk  s h aring; or

• An 8% rate increase for BadgerCare and risk  s h aring of up to $14.5 m illion.

Both  options as sum e rates retroactive to July 1, 19 9 9  th rough  D e cem ber 31, 2000, for
BadgerCare.  Risk  s h aring for BadgerCare is retroactive to July 1, 19 9 9  th rough
June 30, 2001.  An additional 3% is budgeted in Act 9  for AFDC, H ealth y Start, and
BadgerCare rates for calendar year 2001.

4. Do th e front-end enh ancem ents described in Section III. C. (p. 18) apply only to
target population 1 and 2?  W h at is th e baseline m easurem ent for consum er access
and participation?

Th e front-end enh ancem ents apply to anyone first needing or w anting to acces s  s ervices
or inform ation about services.  Th erefore, th e s e  w ould potentially effect all target
population m em bers w h o com e in contact w ith  th e county/tribal h um an services system .

Proposers  s h ould define h ow  th ey w ould propose to m easure access and participation.
Once w e h ave selected th e dem onstration s ite s , w e w ill explore th e s im ilaritie s  in
approach e s  proposed to determ ine w h eth er w e can develop som e com m on m easures
acros s  s ite s .
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5. W h y is it th at th e  M H /AODA m anaged care dem onstrations do not appear to need
to address th e “firew all” issues betw een screening and care m anagem ent
organization th at Fam ily Care h as needed to address?

During th e planning proces s , th e  DH FS accepted th e recom m endation of our planning
group not to m andate th e creation of separate re source centers for M H /AODA m anaged
care.  Instead, countie s/tribe s  w ould incorporate th e screening proces s  into th e ir current
intak e procedures.  H ow ever, an independent enrollm ent brok er under contract to th e
DH FS w ill review  th e screens once com pleted.  Th is  independent brok er w ill m ak e th e
determ ination about w h eth er, based on th e screen, th e individual is eligible for
enrollm ent into M H /AODA m anaged care.  W e are able to use an independent entity in
th is  w ay because th e screen is not also determ ining eligibility for Medicaid.

Th is  th en provides th e s eparation betw een th e screening proces s  and th e m anaged care
organization about w h ich  H CFA h as h ad concerns in Fam ily Care.  Additionally, th e
enrollm ent brok er w ill conduct random  look -beh inds to verify th at th e screens
subm itted to th em  accurately reflect th e status of th e individual applying for enrollm ent.

6. Currently, M edicaid  does not reim burse services for individuals ages 21-64
resid ing in Institutions for M ental Disease (IM Ds).  Under m anaged care is it
possible for th e  MCO  to use th e capitation dollars to pay for services for th is age
group in IM Ds?  If so, doesn’t th is contradict th e statem ent th at you m ust use
M edicaid -certified providers for M edicaid -covered services?

Yes, capitated Medicaid dollars can be used to pay for services provided to individuals
21-64 in IMDs .  Th is  is because th e  MCO can use capitated Medicaid funds m ore
flexibly th an under th e fee-for-service system .  Th is  is  allow ed as long as th e recipient’s
needs can be m et w ith  th e alternative service.

W h en an MCO use s  a non-Medicaid-covered service, th en th e provider is not re quired
to be a Medicaid-certified provider for th at service.  H ow ever, th e provider m ust m eet
any applicable certification or licensure re quirem ents for th e s ervice th ey are providing.

H ow ever, m ost IMDs  are Medicaid-certified because th ey are a Medicaid-covered
service for ch ildren and adolescents (up th rough  age 20) and for individuals 65 and
older.

7. W h y can’t th e DH FS collect cost inform ation on people in IM Ds and build th is into
th e capitation rate?

Federal Medicaid regulations re quire th at th e  Medicaid capitation rate be based on w h at
it w ould cost M e dicaid to provide services to th e target population in absence of th e
m anaged care program .  Since IMDs  are not covered for individuals age 21-64 in th e
fee-for-service Medicaid system , th is  cost w ill be zero.
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Th e  DH FS does w ant to identify th e costs countie s/tribe s  incur for individuals in IMDs
for purpose s  of calculating th e com m unity aids, county m atch  and county overm atch
currently supporting services for th e target population.

8. Th e  RFC says in Section III. D. 5. e. (p. 27-28) th at th e  MCO does not need to
m ak e every Category B service available to every individual as long as it can
provide services sufficient to m eet th e consum er’s needs.  H ow ever, later (in
Section III. D.5.h .) th e  RFC says th at th e  MCO does need to m ak e any Category B
service available if ordered by th e court (w ith  certain exceptions).  Th is seem s lik e
a d iscrepancy.

Th is language w as developed for use in th e  Medicaid AFDC/H ealth y Start H MO
contracts to lim it th e H MO’s liability for paying for providers outs ide th e ir netw ork .  In
som e case s , juvenile court judges ch ose to order a particular provider to conduct a
psych ological evaluation of a ch ild.  Th e  DH FS determ ined th at th e H MO s h ould not
h ave to pay an out-of-netw ork  provider if th e H MO  could h ave provided th is  s ervice
w ith  a provider in th e ir netw ork .

It is  m ost typical under Ch apter 51 th at th e courts com m it individuals to th e care of th e
h um an services board rath er th an order specific services (except th at th e consum er m ay
be com m itted to inpatient care or m edications).  Countie s  th en are liable for th e costs of
w h atever care th ey determ ine is neces sary to m eet th e individual’s needs.  As noted at
th e end of Sec. III. D. 3. c.(6), noth ing in th e RFC alters current statutes or polices
related to involuntary actions, nor does th e  DH FS anticipate th at th e courts w ill ch ange
th e m anner in w h ich  th ey re solve com m itm ent h earings.  Th erefore, w e do not
anticipate th at th e liability to countie s  for Category B services w ill ch ange as a re sult of
th e dem onstrations.

Additionally, th e  DH FS anticipates th at som e of th e s e is sue s  w ill be re solved th rough
th e Treatm ent and Recovery Team  proces s .  W e w ill be providing tech nical as s istance
to th e dem onstration s ite s  on th e protocols th at oth er program s (e.g., Fam ily Care,
W rapAround M ilw auk ee) h ave developed for m ak ing decis ions about services.

9 . Th e  RFC states in Sec. III. H .2.b. (p. 45) th at th e M CO s m ust conform  w ith
H IPAA requirem ents.  M ust th e DH FS conform  w ith  H IPAA requirem ents as
w ell?  Specifically, w ill th e DH FS lim it reporting to th e establish ed national data
set?

All h ealth  plans m ust com ply w ith  th e H IPAA rules.  Th is  includes th e  W iscons in
Medicaid program .  Am ong oth er th ings, H IPAA re quire s  th e standardized use of
national reporting codes.  Th erefore, DH FS w ill use th e s e  for M H /AODA m anaged
care reporting.  H ow ever, until th e final rule is publis h ed (currently projected for late
spring or early sum m er of 2000), w e do not k now  if and w h ere th e exceptions to th e
use of national codes w ill be.
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10. Section III. H . 2. (pp. 44-46) d iscusses reporting requirem ents.  W h o is developing
th e reporting requirem ents and th e standards for h ow  th e resulting data w ill be
analyzed?

Som e w ork  on reporting re quirem ents w as done by our planning partners (s e e
Attach m ent 21 of th e RFC, for exam ple).  W e w ill also build on current Medicaid
reporting re quirem ents, such  as th e encounter data identified in Attach m ent 22.  An
internal DH FS w ork group w ill continue to develop recom m endations for reporting and
bring th e s e to th e dem onstration s ite s  for review .

Th rough  our planning, w e h ave tried to be cognizant of current county/tribal reporting
re quirem ents and build on th e s e, rath er th an create new  data re quirem ents.  Th e
internal DH FS w ork group h as been look ing at reporting re quirem ents acros s  initiatives
(e.g., Fam ily Care; W iSACW IS) to attem pt to coordinate reporting expectations.

11. W h at sorts of inform ation system s are available to h elp us m eet th e requirem ents
in Sec. III. H . 2?

Tech nical as s istance regarding inform ation system s w ill be one of th e first prioritie s  as
w e begin w ork ing w ith  th e succes sful proposers .  Th is  w ill include review ing th e
reporting re quirem ents and th e reporting proces s , identifying th e inform ation system
needs, and exploring th e adequacy of various system s to m eet th e s e needs.

Attach ed is a list of w ebsite s for various inform ation system s th at w e h ave identified
over th e planning period.  Lik ely, oth er products are available as w ell.  Th e  DH FS
does not endorse any particular product.

Section IV.

12. Can a proposer propose to use all th e start-up funds for m anagem ent inform ation
system  developm ent?

No.  Th e  DH FS did not anticipate th at th e available start-up funds w ould cover th e total
costs of inform ation system  ch anges.  Th ere are m any developm ent activitie s  th at th e
countie s/tribe s  m ust engage in, and w e w ant to see th e funds spread acros s  th e s e .

Sites m ay propose to use up to $100,000 of th e start-up funds for inform ation system s
developm ent.  H ow ever, th e DH FS w ill also w ork  w ith  dem onstration s ite s  to explore
h ow  to m eet inform ation system  needs.  For instance, in Fam ily Care th e  DH FS h elped
arrange for th e pilot s ite s to obtain, at no cost, th e care m anagem ent softw are
developed for th e  W iscons in Partners h ip Program .

13. It does not seem  fair to larger counties th at th ey w ill receive th e sam e level of start-
up funds as sm aller counties.  Is it possible to h ave an allocation of funds
proportional to th e size of th e project?
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Th e  DH FS feels th at th e start-up funds allocated in th e budget are th e m inim um  th at
each  s ite s h ould receive.  Th is  am ount is  currently identified as $160,000; but, as noted
in Sec. IV of th e  RFC, th e  DH FS continues to explore w ith  H CFA w h eth er w e can
increase th is  am ount by m ore effectively m atch ing federal Medicaid funds.

H ow ever, th e  DH FS expects to allocate th e m ental h ealth  and substance abuse block
grant funds according to th e m erits of each  proposal.  Th erefore, w h ile $500,000 is
available per year from  th e m ental h ealth  block  grant, th is  w ill not neces sarily be
allocated evenly acros s  th e succes sful dem onstration s ite s .  A proposal th at re que sts
m ore th an one  quarter of th is  am ount and better m eets th e re quirem ents for th e funds
(w h ich  w ill be com m unicated in a follow -up m em o in approxim ately one w ee k ) m ay
receive th is  larger am ount of funding.

Th e  DH FS recognize s th at th e am ount of funds available for start-up and developm ent
of th e m anaged care program s needs to be increased for all of th e dem onstration s ite s ,
and w e are com m itted to continue to explore w ays to ach ieve th is .

Section V

14. W ill th e  Med icaid  capitation rate be based on th e results of th e functional screen
or on actual utilization of services?

Th e functional screen w ill be used to determ ine only w h eth er som eone is eligible for
enrollm ent or not.  W e h ave not developed th e screen to yield levels of functional
disability th at w ould affect th e capitation rate.  Th is  is different from  th e Fam ily Care
functional screen.

Th e capitation rate or rates w ill be based on th e rate-s etting proces s  w e engage in
during th e 18-m onth  developm ent period, as described in Section V. A. (p. 53).
Tak ing individuals identified th rough  th e screen, w e w ill identify th e ir h istorical
Medicaid costs and use th e s e  to project th e ir future Medicaid costs.  W e can also
incorporate th e costs th e s e  individuals incur during th e developm ent period prior to
w h en capitation begins.

As noted in Section V. B. (p. 56) of th e  RFC, w e m ay develop different capitation rates
based on age, gender or Medicare dual eligibility, if th e actuarial analysis suggests
th e s e  are appropriate predictors of different future costs.  W e m ay also do retrospective
adjustm ents after people enroll.  H ow ever, th e s e retrospective adjustm ents w ill not be
based on th e actual service utilization during th e tim e period th e individual is enrolled
in prepaid, capitated m anaged care.  Th e adjustm ent w ill be based on th e h istorical
costs for th e enrolled population prior to w h en th ey enrolled in prepaid, capitated
m anaged care.

15. W ill counties/tribes be required to include ch ild w elfare funds as part of th eir
county sh are?
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Th e  DH FS h as not said th at th e s e funds m ust be part of a county sh are.  H ow ever, w e
did h ave our planning partners look  at th e s e costs as w e conducted som e initial analysis
of th e county sh are.  Additionally:

• W e k now  th at both  existing m anaged care program s for ch ildren w ith  SED
incorporate ch ild w elfare and juvenile justice funds into th e ir m anaged care
program s, and th is  appears to be integral to th e ir succes s .  Th is  allow s th e  MCO
to h ave a larger pool of funds to serve th e s e ch ildren.

• Th e large overlap betw een ch ildren w ith  SED and ch ildren involved in ch ild
w elfare and juvenile justice also suggests th at it m ak e s  clinical sense to
incorporate th e s e funds into th e m anaged care program .

• A k ey goal of public sector M H /AODA m anaged care is  to tak e treatm ent funds
previously lock ed into overly restrictive institutional placem ents and, instead,
spend th ose funds m ore flexibly on com m unity-based treatm ent.  Th is goal
applie s  e qually to Medicaid funds spent on inpatient h ospital M H /AODA
treatm ent and to county/tribal adm inistered funds spent on re s idential
placem ents.

• Finally, including th e s e funds is  cons istent w ith  th e overall project goal of
integrating all public funds serving th e target population.  Doing so represents a
s ignificant opportunity to provide flexible, ch ild-centered options.

16. Th e DH FS appears to be vague about th e availability of risk -sh aring for th e
dem onstration sites.

Section V. B. (pp. 55-60) of th e  RFC is clear th at w e cannot m ak e a definitive
statem ent at th is  tim e and outlines th e constraints th e DH FS is under w ith  regard to ris k
s h aring.  R is k  s h aring is possible under Fam ily Care because th e care m anagem ent
organization is  m anaging only funds from  th e state (both  M edicaid and com m unity
aids).  Th e  MH /AODA m anaged care MCOs  w ill be com bining th e  Medicaid funds
w ith  funds currently adm inistered by th e county/tribe.  As a re sult, if th e  MCO lose s
m oney (if th e ir costs exceed th e ir revenues) it w ill be extrem ely difficult to e stablis h
w h eth er or not th at loss is  attributable to Medicaid.

As noted in th e RFC, one possible w ay around th is  is  if th e county/tribe identifie s  an
actuarially approved am ount th at represents th e am ount of m oney th at th e county/tribe
currently spends on m em bers of th e target population (from  both  com m unity aids and
tax levy).  It m ay be possible, th en, to develop an agreem ent th at any loss is  split
betw een Medicaid and th e county proportional to th e ratio of Medicaid and county/
tribal dollars funding th e dem onstration.  For exam ple, if Medicaid represents
40 percent of th e revenue and th e county sh are represents 60 percent of th e revenue,
th en Medicaid w ould be re spons ible for 40 percent of losse s .  Note th at such  an
arrangem ent w ould require th e approval of th e H ealth  Care Financing Adm inistration
and w ould still be subject to th e constraints identified in Section V. B. 1. of th e  RFC.
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17. W ill th e county sh are be a fixed am ount?

Th e DH FS and its planning partners used th e term  ‘county sh are’ as a s h orth and for th e
various funds th at countie s  currently adm inister.  H ow ever, th is  cons ists of county tax
levy, state general purpose revenue and federal funds.  Part of th e county tax levy is a
re quired m atch  to th e state and federal dollars and part is not.  Th is  latter is often
referred to as overm atch .

As noted above, th e  DH FS’ ability to s h are ris k  w ould require, at a m inim um , th at w e
e stablis h  a defined, actuarially approved am ount representing th e sum  of non-Medicaid
dollars spent per person (w h ich  w ould probably be county/tribal specific).  H ow ever,
th ere are also oth er reasons th at th e  DH FS and countie s  s h ould be intere sted in fixing
th e h istorical non-Medicaid cost to serve th e target population:

• Our ability to determ ine w h eth er th e non-Medicaid costs increase or decrease
under m anaged care re quire s  a baseline of current costs.

• Identifying th e costs to serve th e target population and allocating th e s e to th e
m anaged care program  also im plies th at th e county is leaving ade quate funds on
th e non-capitated side to serve oth er individuals to th e sam e level as th ey
currently do.

18. Is th e county or tribe’s risk  lim ited to th e required county m atch  to com m unity
aids?

No.  Under th e m anaged care contract countie s/tribe s  w ill be re quired to provide
services to m eet th e needs of th e enrolled population.  Clearly th e ability of th e
countie s/tribe s  to m anage th e s e funds w ill depend to a large degree on th e ability of th e
Treatm ent and Recovery Team s to develop cost effective ch oice s th at m eet th e needs of
th e consum er.

19 . Is th e DH FS reluctant to engage in risk  sh aring because counties h ave been
adam ant about tak ing county overm atch  off th e table w ith  regard to rate-setting
for capitated program s?

No.  Th e reasons for potentially requiring risk  s h aring are explained above.

Th e  DH FS does w ant to include com m unity aids in th e capitation rate in th e future, as
is  identified in Attach m ent 28 to th e RFC.  Th is  is dependent upon collecting better
data on h ow  m uch  of com m unity aids is spent on th e target population.  W e w ould also
w ant to include county m atch  as part of th is  capitation, but w e do not k now  h ow  to
define th is  at th is  tim e.  County overm atch  is  an im portant com ponent of funding for
th e target population, but th e  DH FS is undecided at th is point on th e best w ay to
incorporate th is  into th e dem onstrations in th e long run.  W e w ill need m ore data before
w e can explore th is  w ith  countie s/tribe s .
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20. W h at percentage is allow ed for overh ead expenses?

If th e county/tribe is  at full ris k , th e  DH FS does not dictate a percent for overh ead.
Overh ead is as sum ed to be incorporated into th e capitation rate in tw o w ays:

1. Th e provider adm inistrative costs are as sum ed to be part of th e  Medicaid
re im bursem ent th at form s th e bas is  for th e fee-for-service  e quivalent.

2. Th e DH FS generally adds an am ount on to th e capitation rate th at reflects th e
Medicaid adm inistrative functions th at th e  MCO is tak ing on (e.g, s ervice
auth orization, claim s paym ent).

W h en th e  DH FS elects to s h are ris k  w ith  MCOs , w e do need to identify a reasonable
percentage for adm inistration before determ ining w h eth er s ervice costs exceed revenue.
Th e proposed adm inistrative percentages for th e ris k -s h aring plan for Fam ily Care are
20 percent in year one, 15 percent in year tw o, and 10 percent in year th ree.

Section VI.

21. W h at is th e anticipated level of county resource com m itm ent for th e activities
during th e dem onstration ph ase?

It is difficult for th e DH FS to re spond to th is  que stion.  W e h ave attem pted to provide
as m uch  inform ation as possible about our expectations in th e  RFC so th at countie s  and
tribe s  can decide for th em selves w h at it m igh t tak e to re spond.

Additionally, th e re source needs for any s ite m ay vary depending upon a num ber of
factors, including:

• Th e adequacy of th e ir existing inform ation system  and th e types of contracting
and reporting system s th ey currently h ave in place.

• Th e am ount of netw ork  developm ent th at needs to be done, based on th e range
of existing provider contracts in th e ir area.

• Th e degree to w h ich  s ite s  h ave already developed som e aspects of re quired
program m ing, such  as consum er-operated services or q uality im provem ent
proce s s e s .

Because th ere are s im ilarities betw een th e  MH /AODA m anaged care dem onstrations
and oth er program s, countie s/tribe s  m ay w ant to contact appropriate staff from  th e s e
oth er program s to discus s  th e s e  is sue s .  Th e se program s include Fam ily Care, Ch ildren
Com e First in Dane County, and W rapAround M ilw auk ee in M ilw auk ee County.

Alth ough  th is  is our best re sponse to th e  que stion at th is  tim e, w e w ill continue to
m onitor th e re source needs of th e dem onstration s ite s .  Even th ough  w e h ave a defined
im plem entation tim eline w e w ill continue to m odify th is  as needed, as h as been th e case
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w ith  our planning to date to ensure th at im plem entation can be succes sfully
accom plis h ed.

Section VIII

22. W h at is th e experience/credentials of th e people w h o w ill be review ing th e 
proposals?  W ill all review ers evaluate all parts of th e proposal?

Th e review ers represent th e various stak e h older groups th at w e h ave cons istently
included in our planning.

Ø One review er each  from  th e  Divis ion of H ealth  Care Financing and th e Divis ion
of Supportive Living.

Ø A representative from  th e  W iscons in Countie s  H um an Service Association from
a county th at is not subm itting a proposal.

Ø A fam ily m em ber of an adult consum er.
Ø A fam ily m em ber of a ch ild consum er.
Ø An adult consum er.
Ø Th ree individuals w ith  provider level experience and expertis e in different areas

(e.g., m ental h ealth , substance abuse, aging).

W e also h ave identified back -up review ers to address any potential conflicts of intere st
depending upon th e specific countie s  th at subm it proposals.

All of th e individuals selected h ave h ad som e level of involvem ent in th e planning
proces s  to date.  M inority representation is  included on th e panel.

All review ers w ill read and evaluate all parts of th e proposals.  (Th e only exception to
th is  w ill be th e re sponse s  to part A in Section VIII, Leaders h ip and Staffing.  DH FS
staff w ill evaluate th is  s ection on a pas s/fail bas is .  DH FS staff w ill also ensure th at all
re quired docum entation is provided prior to forw arding th e proposals to our review ers
and review  th e project budgets for reasonableness.  DH FS staff w ill provide
instructions on evaluation criteria prior to w h en th e review ers rece ive th e proposals.
Review ers w ill also h ave an opportunity to discuss discrepancie s  in score s  after th ey
h ave h ad an opportunity to read and evaluate th e proposals.

23. Section VIII. E. 1. ask s proposers to estim ate th e num ber of individuals th ey w ill
enroll.  H as th ere been any actuarial consultation as to w h eth er th ere is a
m inim um  num ber of enrollees th at are organizationally feasible for operating a
capitated m anaged care program ?

W e h ave not re que sted our actuarie s  to identify a m inim um  enrollm ent for a m anaged
care program .  W e k now  th at, in general, th e larger th e enrollm ent th e les s  th e ris k  to
th e m anaged care organization, because th ey can spread unexpected costs over a larger
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group of people.  A sm aller pool of potential eligibles puts m ore pressure on th e state
and countie s  to be very accurate in th e rate-s etting proces s .

H ow ever, th e s ize of th e enrolled population is only one issue.  Anoth er is sue th at
effects potential ris k  is  th e variability in th e costs of th e population.  W h ere th ere is  a
great deal of variability, eith er for a given individual over tim e or acros s  a group of
individuals, it is  h arder to predict future costs--e specially in a voluntary program .

24. Sec. VIII. L1., County Com m itm ent, and Attach m ent 30 require county board
action.  W h at w ill h appen if w e are unable to get th is action prior to subm itting th e
proposal due to th e sch eduling of m eetings and item s for th ese m eetings?

Attach m ent 30 does not re quire a county board action.  It re quire s  s ignature by th e
person auth orized to m ak e th e com m itm ents outlined in th e docum ent.  Each
county/tribe m ust determ ine th e appropriate person to s ign th is docum ent.

Sec. VIII. L1. does as k  for a copy of a county board resolution auth orizing th e county
to subm it a proposal for M H /AODA m anaged care and to participate as a
dem onstration project.  H ow ever, if a county or tribe h as an executive officer (e.g.,
county executive) w h o is  em pow ered to provide th is  auth orization for th e county or
tribe, Sec. VIII. L1. can be satisfied th rough  a letter from  th is  executive officer.

If you are a county w ith out a county executive and you h ave not been able to obtain th e
board resolution due to tim ing of th e board m eetings, need to coordinate board approval
acros s a num ber of countie s/tribe s , or oth er actions of th e board, please provide th is
inform ation in your re sponse.  Explain fully w h at actions you h ave tak en to get th e
board’s approval, w h at th e re sponse h as been, and w h en you anticipate obtaining th e
approval.  Th e  DH FS w ill w aive th e need to h ave th e re solution at th e tim e th e
proposal is subm itted as long as w e can determ ine th at th e proposer h as m ade
reasonable and prudent efforts to accom plis h  th is  and can provide a tim efram e for
subm itting th e re solution.

Th e  DH FS w ill not, h ow ever, finalize a decis ion about aw arding a dem onstration s ite
until th e board resolution is  subm itted to th e  DH FS.

Addendum  1

25. W ill psych iatric m edications be included in th e capitation rates?

All Medicaid-covered m edications w ill be included in th e capitation rate for integrated
program s (th ose providing prim ary and acute care in addition to M H /AODA services).
W h en th e actuarial analysis (found in Addendum  1 to th e  RFC) w as done, w e identified
th e costs for drug classe s  generally used for treatm ent of psych iatric disorders in order
to get an idea of th e level of th e s e costs com pared to oth er psych iatric interventions.
H ow ever, th is did not reflect a decis ion to include psych iatric m edications in th e
capitation rate for carve-out program s (th ose providing M H /AODA s ervices only).
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Th e  DH FS recognize s th e com plexity of trying to carve-out psych iatric m edications into
a capitation rate, given th e fact th at m any m edications used for psych iatric care m ay
also be used for non-psych iatric purpose s .  Additionally, ph arm acy costs h ave been th e
fastest grow ing benefit w ith in Medicaid and, th us, pose additional ris k  to potential
MCOs.  It is our intent to explore th is  area furth er w ith  th e succes sful proposers  to
determ ine w h eth er w e m igh t w ant to include psych iatric m edications in th e capitation
rate for carve-out program s.  H ow ever, th e  DH FS w ill not re quire a dem onstration s ite
th at is propos ing a carve-out arrangem ent to include psych iatric m edications in th e
capitation.  Th at is , inclusion of psych iatric m edication in th e capitation rate for carve-
out program s w ill be optional, but only if th e  DH FS determ ine s it is  feas ible and
appropriate to do th is  at all at th is  tim e.



Attach m ent 2

Partial List of M H /AODA (“Beh avioral H ealth ”) Inform ation
Tech nology (IT) Com pany W eb Sites,  revised 03/23/2000

Th e DH FS is providing th is partial list of M H /AODA inform ation tech nology (IT) com pany
w eb site s  as a planning aid for countie s  and tribe s  preparing proposals in re sponse to th e
M H /AODA Managed Care RFC.  Th ere are m any different types of M H /AODA-related IT
resource s  on th is  list.  Som e are very bas ic, oth ers  m ore com plex.  Som e of th e IT products
are m ore com patible w ith  recovery-oriented care, w h ile oth ers  reflect a traditional m edical
m odel.  Som e are intended for specific types of treatm ent facilitie s , w h ile oth ers  are m ore
broadly applicable.  Som e of th e IT products focus m ore on clinical is sue s  (e.g., te sting,
as s e s sm ent, treatm ent planning, outcom e m easurem ent, etc.), w h ile oth ers  focus m ore on fiscal
and operational is sue s  (e.g., accounting, claim s processing, capitation budgeting, provider
profiling, staff sch eduling, etc.)  Still oth ers  are m ore com preh ensive IT pack ages th at
integrate m any of th ese different functions.

D isclaim er:   Th is  list is presented in alph abetical order and is not rank ed in any w ay.  Th e
DH FS is not recom m ending any particular IT com pany or product listed h ere.  In addition,
w h ile w e expect th at som e or all of th e s e w eb site s  m ay provide useful inform ation for countie s
or tribes doing IT planning for M H /AODA s ervices, th e  DH FS does not guarantee th e  quality,
applicability, or com patibility of any of th e products listed h ere.

CO M PANY  OR   IT  PRODUCT  NAME INTERNET  W EB  SITE
ADE, Inc. – Asse s sm ent Softw are h ttp://w w w .adeincorp.com
Adia Inform ation Managem ent Corp h ttp://w w w .adiaim .com /m ainpage.h tm
AdvantaCare, Inc. h ttp://w w w .advantacare.com
Advantage  Managem ent &  ValuSystem s h ttp://w w w .w eb-span.com /am iteam
Acce s s  Measurem ent System s, Inc. h ttp://w w w .am s-outcom es.com /index.sh tm l
Anasazi Softw are h ttp://w w w .anasazisoftw are.com
Ask e s is  Developm ent Group, Inc. h ttp://w w w .as k e s is .com
Beh avior Data System s, Ltd.  and  Ris k  and
Needs Asses sm ent, Inc.

h ttp://w w w .bdsltd.com

Black berry Tech nologie s , Inc. h ttp://w w w .black berry.com
Beh avioral H ealth  Partners, Inc. h ttp://w w w .bh pi.com /h tm l/m enu.h tm l
Beh avioral H ealth  O utcom es System s, Inc. h ttp://w w w .bh os.com
BrainTrain h ttp://w w w .braintrain-online.com
CARE Com puter System s, Inc. h ttp://w w w .carecom puter.com
Civerex Integrated Softw are System s h ttp://w w w .civerex.com
CM H C System s h ttp://m is.cm h c.com
CNR H ealth  (UW SI) – (Cavion  Care
Mgm t System  ?)

h ttp://cnr.uw z.com
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CO M PANY  OR   IT  PRODUCT  NAME INTERNET  W EB  SITE
Com m unity Care  Managem ent h ttp://w w w .com m caresys.com    Note: Th is

w eb site is under construction and not
operational as of March  2000, but s h ould be
operational on or after April 2000.

Corporation for Standards and Outcom es h ttp://w w w .standardsandoutcom es.com
Creative Socio-Medics Corp. h ttp://w w w .csm corp.com /index.h tm l
Diam ond Palm etto Perform ance
Measurem ent System

h ttp://w w w .dppm s.com

Earley Corporation – Clinical Managem ent
Softw are for Beh avioral H ealth

h ttp://w w w .earleycorp.com

Ech o Managem ent Group h ttp://216.252.16.12
H ealth  Care Softw are, Inc. h ttp://w w w .h cs interactant.com
H ealth care  Metrics – Perform ance
Bench m ark ing

h ttp://w w w .h ealth carem etrics.com

InfoMC, Inc. – H ealth  Inform ation System s h ttp://w w w .infom c.com
Integra Com pass Suite h ttp://w w w .integra-ease.com /com pass.h tm
Lavender &  W yatt System s, Inc. – H SM IS h ttp://209 .219 .18.168/LW Sinew
McLean BASIS-32 Plus Perform ance
Measurem ent System

h ttp://w w w .m cleanh ospital.org/bas is32/inde
x.h tm

MediPay Beh avioral Care  Mgm t System h ttp://w w w .m edipay.com
Mental H ealth  Cas e  Manager h ttp://w w w .joboovillage.com /M H CM
Mental H ealth  O utcom es h ttp://w w w .m h outcom es.com
M H  Corporations of Am erica, Inc. h ttp://w w w .m h ca.com /2Products.h tm
MSH ealth  Softw are Corp. h ttp://w w w .m s h ealth .com
MSJ Corporation – SATIS   2000 h ttp://w w w .m sjcorp.com /satis/index.h tm l
NASM H PD Re s earch  Institute h ttp://w w w .nasm h pd.org/nri
OQ System s, Inc. h ttp://w w w .oqsystem s.com
JCAH O  – Perform ance  Measurem ent
System s

h ttp://w w w .jcah o.org/perfm eas/perfm eas_fr
m .h tm l

PKC Corp. – Problem  Know ledge Couplers h ttp://w w w 1.m h v.net/~ w yee/h om epk c.h tm l
Psych  Softw are Solutions h ttp://w w w .altinet.net/~ psysoft
Psych Serv by Innovative System s
Developm ent, Inc.

h ttp://w w w .psych s erv.com

Psych W rite Pro softw are h ttp://w w w .psych w rite.com
QualityFIRST Beh avioral H ealth  Guideline
System  by H RMI

h ttp://w w w .h rm i.com /h ds/bh gs.h tm

Synergistic Office Solutions, Inc. h ttp://w w w .sosoft.com
Th e Clinical Manager by th e  MH  Center of
Dane County

h ttp://w w w .m h cdc.org/tcm /TCMMain.h tm l

Th e Psych ological Corporation –
Com m unication &  Th erapy Sk ill Builders

h ttp://w w w .h btpc.com /catg/nf

Th e Redtop Com pany – Th e Redtop Clinical
Environm ent

h ttp://w w w .redtop.com
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CO M PANY  OR   IT  PRODUCT  NAME INTERNET  W EB  SITE
UNI/CARE System s, Inc. – Mngd Care
Softw are System s

h ttp://w w w .unicaresys.com

State of W iscons in VendorNet System  – as a
pos s ible source of inform ation and/or
discount purch as ing

h ttp://vendornet.state.w i.us/vendornet


